. Diffuse erythroderma involves the neck, trunk, and extremities with sandpaper-like coarseness (A), and perioral crust and fissure (B) were observed. Several vesicobullae and erosive lesions were observed in the lower abdomen, without Nikolsky sign (C). The desquamation worsened and the erythema gradually faded on the 8th day after admission (D∼F) (We received the patient's consent form about publishing all photographic materials). A 5-year-old boy presented with diffuse erythematous patches and fever, started three days earlier. Ten days earlier, second-generation cephalosporin and mupirocin ointment was used for a mosquito bite site on left elbow at another hospital. Three days ago, oral steroids were prescribed in another hospital to treat a trunk rash and perioral crust, but they did not work. At the time of arrival, the
. Diffuse erythroderma involves the neck, trunk, and extremities with sandpaper-like coarseness (A), and perioral crust and fissure (B) were observed. Several vesicobullae and erosive lesions were observed in the lower abdomen, without Nikolsky sign (C). The desquamation worsened and the erythema gradually faded on the 8th day after admission (D∼F) (We received the patient's consent form about publishing all photographic materials). A 5-year-old boy presented with diffuse erythematous patches and fever, started three days earlier. Ten days earlier, second-generation cephalosporin and mupirocin ointment was used for a mosquito bite site on left elbow at another hospital. Three days ago, oral steroids were prescribed in another hospital to treat a trunk rash and perioral crust, but they did not work. At the time of arrival, the Fig. 2 . In histology, neutrophils seen in the subcorneal lesion with mild perivascular lymphocytic infiltration were observed, but blistering was not distinct (H&E, A: ×40; B: ×200). Acantholysis was observed with little or scarce inflammatory cell infiltrate and no cell necrosis (C: H&E, ×100).
whole body skin was rough with erythematous patches and unclear border. Crust and cracks existed around the mouth (Fig. 1A, B) . Thin blisters and erosions were on the lower abdomen, but the Nikolsky's sign was negative (Fig.  1C) . The patient's body temperature was 37.1 o C and there were no significant abnormalities in the laboratory test. Staphylococcus aureus was identified through bacterial culture from the elbows and throat. From the histopathology of the trunk, mild perivascular lymphocyte infiltration was observed with neutrophils seen in the subcorneal lesion, but blistering was not distinct ( Fig. 2A, B) . Mild spongiosis and scarce infiltration of inflammatory cells were observed without cell necrosis (Fig. 2C) . After admission, third-generation cephalosporin was administered. The desquamation worsened and the erythema gradually faded. He was discharged on the 8th day after admission (Fig. 1D∼F) 4, 5 . In this case, at the onset of disease, there were no blisters anywhere on the body and the Nikolsky's sign was negative. As with our patient, abortive 4S proved difficult to diagnose, and thus might be more common than expected. In addition, the incidence has increased in recent years 4 . In the context of the low awareness of the various forms of 4S, we experienced a case of abortive 4S that may serve as a useful educational case.
